The current political economic crisis in the United States places in sharp relief the tensions and contradictions of racial capitalism as it manifests materially in health
I. INTRODUCTION
" [T] here are moments when the encounter between present and past suddenly forces itself to the centre of our field of vision. The moment of Trump is one of these. But this eruption does not mean simply that we should paste bits of the past onto the present and see if they fit. The point is how the history we already know can be used to make sense of the present." 1 We are in a historical moment of crisis, of "epic catastrophe," to use the words of Robin Kelley. 2 In the years ahead, there will be much soul-searching-and much suffering-as the United States grapples with the fateful presidential election of Donald Trump on November 8, 2016. Simplistic blaming for the outcome will no doubt continue as mainstream media, politicians, pundits, experts, ordinary peopleand professional medical societies-rush to normalize the aftermath of a presidential campaign rooted in white supremacy. One thing is certain. Without resistance, the consequences of a changing political, economic, and socio-cultural context for health inequality will be devastating.
This Article offers some preliminary reflections on the implications of this new iteration of racially structured capitalism for the health sector and the scientific knowledge-making systems that are an integral component of the state and its forms of rule. I raise issues important to theorizing racism as it intersects with medicine and medical education, arguing for critical distance on the dominant biomedical framing of disease, its history, and its reductionist logic. I make a very preliminary attempt to link current reform movements, political economy of health, and the long history of critical theorizing about racism and capitalism to systems of knowledge and power. Situating reform initiatives on race in medical education in the contemporary political context, I identify some of their strengths and limitations as presently conceptualized, and conclude by pointing to some hopeful possibilities for the coming period drawn from the insightful analyses of institutional racism by critical race theorists of race (CRT) and the work of the Black Radical Tradition to illuminate how "societies structured in dominance" inform the material practices of medical pedagogy, practice, and research. 3 Such theoretical frameworks can provide insight into the cultural appeal of technical fixes for the social and biological complexity of health. Importantly, they can help us stay focused on how the political, economic, and ideological structures of racial capitalism, in which medicine is embedded, work to produce injustice in health and the consequences for knowledge production. Theorizing the relationship between race, racism, and health and the social order is not a mere academic exercise. Theory, as Stuart Hall has argued, has particular political consequences for projects of transformation. 4 A critical theoretical framework, a framework that engages the historical specificity of medical practice and its interconnections with the market, legacies of slavery, knowledge production, and the changing nature of racial capitalism is necessary, indeed required, at this conjuncture.
II. THE ELECTION, THE HEALTH SECTOR, AND SCIENTIFIC KNOWLEDGE PRODUCTION
Of the many horrific aspects of Trump's election, the targeting of students of color in the ivory towers of knowledge production is especially relevant to this discussion. In marshaling the long history of scientific racism to support a "white America," leaflets being distributed on campuses across the country 5 demonstrate that conservatives have been busy excavating the history of race, science, and white supremacy. Journalists, academics, and commentators are quick to denounce the intensification of racist violence but they have largely been blind to the historic role of mainstream scientific research in constructing the normativity of whiteness that fuels racist violence. White supremacy, as we are witnessing, is not a thing of the past. What we are witnessing in the United States is no ordinary transfer of power. If there is any remaining uncertainty about the political significance of Trump's presidency as a social project of whiteness, the mobilization of the Ku Klux Klan, the Danish People's Party, and other white supremacist groups in the United States and Nazi-inspired groups all over Europe couldn't be more clear.
In such a poisonous context, tired narratives about intelligence, interracial mixing, and personal responsibility for social conditions abound, drawing now, as in the past, not only on extreme white nationalism but also on mainstream science. And mainstream journalists such as Nicholas Wade or libertarian John Tierney have given white supremacy cover. Some leaflets, for example, feature Wade's deeply disturbing book A Troublesome Inheritance: Genes, Race, and Human History. 6 That the normalization of this horror has been so rapid is worrisome but it also tells us something profound about the United States, its history, and the ways in which racism has structured and continues to structure knowledge-making in science, public health, and medicine.
Un-interrogated and un-refuted whiteness has become free-floating and multifaceted. As we theorize the present-and figure out how to organize and engage in a theoretically dynamic way-we must begin by acknowledging how these myriad hatreds undergird the political economic history of anti-black racism, supported and reinforced by the scientific and medical enterprise, which, in part unwittingly, has meticulously constructed a narrative of naturalized black deficiency and white superiority, rooted in culture and DNA. Absent from most analyses to date is that the election results represented an unwavering faith in a harsh and violent capitalist enterprise. As titans of racial capitalism, virtually all of Trump's mean-spirited, wealthy, and mostly white appointees are a stark reminder that intensified assaults on the bodies and minds of workers and non-working poor as well as societal safety nets, limited though they are, will be far-reaching in the coming period.
Early clues to how normalization of racism and whiteness will shape the political economy of health and its knowledge-making apparatuses are the responses of medical societies to Tom Price's nomination for Secretary of Health and Human Services. A wealthy orthopedic surgeon from the affluent suburbs of Atlanta, Georgia, Price is a long-term, ardent opponent of Obamacare, Medicare, Social Security, gay rights, and a particularly strident and mean-spirited supporter of personal responsibility constructed on an edifice of anti-black racism. 8 Immediately after Trump nominated Price, the American Medical Association (AMA) released an unequivocal statement of support highlighting the importance of the market to healthcare and ignoring the long history of anti-black racism embedded in his programs. "Dr. Price," the AMA wrote, "has been a leader in the development of health policies to advance patient choice and market-based solutions as well as reduce excessive regulatory burdens that diminish time devoted to patient care and increase costs." 9 That the Association of American Medical Colleges and the American Academy of Family Physicians also endorsed Price 10 is a glaring illustration that medicine is part of a broader anti-black, antiworking class, anti-poor constellation of institutions of power, long committed to free markets and privatization and hostile to equitable distribution of healthcare.
Despite concerns about Trump's anti-science approach, the knowledge-making apparatuses of health may align quite seamlessly with his profit-driven approach, especially in the era of private-public partnerships lauded by the National Institutes of Health. 11 Of the world's eight richest people, who according to Oxfam own the same amount of assets as the world's poorest fifty percent, four have invested heavily in health and health technologies. 12 As the already grossly inadequate infrastructure for medical care is dismantled under Price, other sectors of the medical industrial complex, such as the pharmaceutical industry, are poised to reap enormous profits with minimal benefit for the health of the working classes. 13 Jim O'Neill, managing director at Mithril Capital Management, one of Trump's potential picks to head the FDA, made this later point quite clear when he invoked personal choice for his cynical argument that companies should only demonstrate the safety of a drug before approval-not that they should work! 14 The case of BiDil, an expensive medication for congestive heart failure, which the Boston-based NitroMed, Inc. promoted as race-specific (even though the clinical trial only included African Americans), illustrates the compatibility of market incentives with some health disparities research, under the guise of "social justice." 15 As breathtaking as the scope of Trump's policies might appear, they will not be implemented without resistance. Activists hold the power to make change. Grassroots movements, committed to a robust social justice framework that centers redistribution of the wealth, anti-racism, and the perspective of the poor, 16 are growing across the nation, providing a space for solidarity in the face of Trump's campaign for xenophobic white nationalism. Two days after Trump's announcement, for example, three medical students from Students for a National Health Program (SNaHP) denounced the selection of Price. 17 A week later, a letter, titled "The AMA Does Not Speak for Us," was submitted to the President of the American Medical Association with over 5,500 signatures. 18 Medical students, physicians, and health care providers at Case Western Reserve and Harvard Medical School initiated campaigns for the Cleveland Clinic and Dana Farber, respectively to cancel major fundraisers at Trump's Mar-a-Lago estate. 19 As public health scholars have shown repeatedly, beginning with the emergence of public health in the United States, the knowledge produced about personal responsibility has been deeply racialized, gendered, and classed. 20 But because the history and social studies of race in science, medicine and public health are taught in only a few public health and medical schools, 21 narratives of personal responsibility have not been adequately interrogated-or refuted-and therefore continue to inform research and explanatory narratives, re-emerging in new and sometimes more palatable guises depending on the larger political, economic, and cultural context. More critical analyses of race and health will be needed in the coming period to center anti-black racism and historic injustice in explanations of racial inequality and, importantly, to reimagine the way we do science.
III. RACE AND MEDICINE: WHAT IS THE PROBLEM?
Trump's policies represent a violent assault on health. To be effective, resistance must link the entrenched history of white supremacy to the dominant theories and practices of public health and medicine as powerful institutions of the state. What, in other words, are the material practices through which racism works in medicine and how are they sustained and perpetuated under racial capitalism? The long history of racially essentialist research has constructed a formidable scientifically-grounded bedrock upon which both avowed white supremacists and well-intentioned physicians can draw, all too easily.
On December 7, 2016, for example, the Los Angeles Times published a story about the conversion of a former Iraqi veteran with Post-Traumatic Stress Disorder to white nationalism after he read books by the avowed scientific racist J. Philippe Rushton.
23 But he also read the mainstream journalist Nicholas Wade's A Troublesome Inheritance, which draws extensively on population genetics research for evidence that races differ in fundamental ways genetically. 24 23 Branson-Potts, supra note 6. 24 Id. In a letter to the editor of the New York Times over 100 population geneticists strongly objected to "Wade's misappropriation of research from our field to support arguments about differences among human societies. 25 At first glance, Wade's ideas might seem shocking. He is, however, no ordinary journalist. A longtime editor of the New York Times as well as Science and Nature, with special interest in genetic findings of racial difference, Wade regularly featured genetic research in the Science section of the Times for years. He was thus ideally positioned to influence popular-and most likely scientific-understandings of genes as causes of racial inequalities in disease. 26 That he wrote this book soon after resigning from the New York Times strongly suggests that his racist ideology did indeed structure his framing of genetic research studies in the Times.
While the language, goals, and methodologies of white supremacists, such as Rushton, are unambiguous, Wade drew on well-intentioned scientific research to construct an argument of deep difference. The systematic study of race has been an integral component of knowledge production in what we recognize as "modern" Western science, at least since the Enlightenment. 27 Thus the science, which has grounded medical authority even before the Flexner Report of 1909 established medicine on a scientific foundation, is deeply, though often invisibly, racialized.
28
The current iteration of reductionist racialized medicine stems in part from the 1993 NIH mandate to include women and minorities in all research. 29 As the National Institutes of Health tied government funding to mandates for inclusion and social justice, population geneticists, interested mainly in migratory patterns, recast their research to account for racial disparities in disease. 30 Consequently, different types of genetic studies (Ancestry Informative Markers, Genome-wide Association Studies, etc.), structured by race and ethnicity and claiming to causally link genetic markers to complex diseases, such as asthma, diabetes, kidney function, lung function or coronary heart disease, has created much confusion for physicians, medical students, biomedical researchers, and educators. 31 While the full implications of reductionist explanations have yet to be interrogated in depth, addressing this confusion and the subtle ways in which it has re-vitalized notions of race-as-biology and informed knowledge production about racial inequality in health are important goals of medical education reformers. 25 32 Under the mantle of social justice, biomedical research "spawned an impressive quantity of 'difference findings'" in the wake of the 1993 mandate 33 that quickly became marketized, as illustrated not only by BiDil but also by more public-private "entrepreneurial" partnerships of recent precision medicine initiatives. Thus, without a critical theoretical framework to explain health inequality that takes into account the extraordinary concentration of wealth in the hands of a few globally-and a history of racialized medicine that was never refuted-genetic explanations, together with stigmatizing behavioral and cultural explanations for racial disparities came to dominate the scientific literature on racial disparities in basic science, medicine, and public health. Indeed, in 2008, there were nearly 500-fold more NIH-funded research studies devoted to genetics and race than to racism and health. 34 In fact, the drive to interpret any observable racial difference as genetic is so powerful that even when a study provides strong evidence for environmental influences, researchers invoke genetics to explain any remaining difference. 35 These are not mere "difference findings." Rather, they are constitutive of the genetically reductionist "evidence-base" to which clinicians turn to guide practice decisions. Such evidence, thin though it might be, 36 passes as the truth. In the minds of many biomedical researchers and physicians, races are biologically circumscribed units, not social formations. 37 Coincident with the revitalization of essentialist notions of race in medicine, however, a rich body of interdisciplinary scholarship contesting the uncritical and routinized use of race in medicine, especially genetic explanation for racial disparities, has emerged. 38 Informed by critical theories of race, this work has triggered a rich and illuminating debate over the nature of race and racial difference, systems of classification, standards, whiteness, the root causes of racial inequality in health, and race-based treatments. Focused mainly on the United States, critical race theorists have made clear that while race is a social formation, 39 it is nonetheless real with concrete, biological consequences mediated through historically-specific racism, discrimination, and neoliberal forms of rule.
While invoking the mantra of social justice, physicians and biomedical researchers, however, have largely ignored critical social analyses of race, health, and genetics. For many biomedical scientists in academia and industry scientists, race is simply a self-evident, measurable variable, analogous to sex/gender and age, to be entered into a database, analyzed, and transformed into a publication. Understanding why social justice activism centered on health disparities resulted in a revitalization of essentialist notions of race with little contestation requires more in-depth cultural histories of medicine grounded in changing political economies of health. Such analyses would explore the interconnections between structures of power and racism; biomedicalization, race, and genetic reductionism; the cultural enthusiasm for privatization and corporatization of medicine and the academy; medicine and the academy's growing relationship with the private sector; the restructuring of labor in the academy and society at large; the normalization of career and corporate practices in medicine; and the growing appeal of entrepreneurialism-all of which have shaped the questions researchers can even imagine about the social experience of injustice, as manifested in health. Despite the conflict-of-interest forms academics must complete on a yearly basis, independence from the private sector is no longer the norm in academic medicine and researchers' relationship to the market is already having profound consequences for healthcare and for knowledge production.
Uncritical acceptance of routinized documentation of difference and geneticallyrooted explanatory frameworks in biomedicine, intertwined with stigmatizing narratives of cultural difference, present a significant challenge for re-conceptualizing how race and racism is taught in medical schools. At the same time, the inescapable materiality of health and disease and the unworkability of simplistic racial categories in the clinical context make medicine a uniquely rich and illuminating site to study the relationship between whiteness, racial capitalism, health, and what it means to be human.
IV. RACE AND RACISM MEETS MEDICAL STUDENT ACTIVISM A. THE NATIONAL CONTEXT
In recent years, there has been a robust wave of student-led reform across the country centered on race and racism in the medical curriculum and community-based advocacy for marginalized communities. Joining national anti-racist social movements, such as #BlackLivesMatter, medical students have contested both the neglect and the content of lectures on race and racism. At the same time, this activism has also exposed some of the limitations and constraints of looking to institutions of power to make substantive social change.
The current wave of activism has taken place in the context of a recently integrated pre-clinical curriculum. Beginning in the 1990s, medical educators across the world redesigned medical curricula to integrate and condense the basic sciences and to develop more clinical competence in the first two years. 40 An analysis of what was largely a top-down process of integration is beyond the scope of this Article. Suffice it to say that the integrated curriculum has taken many different forms with varying perspectives on what integration means-and the pedagogical implications are numerous. 41 The important point for this discussion, however, is that integration occurred before recent efforts to include social sciences on the premedical Medical College Admission Test (MCAT) exams and to incorporate some social science (mostly quantitative) material into the medical curriculum.
Student activists were particularly dissatisfied with the routinized presentation of racial disparities and stigmatizing explanations for differences in lectures, clinics, and question banks that medical students use to prepare for medical licensing examinations. 42 Activists found that medical faculty rarely probe the political economy of race and racism, the cultural history of medicine, and the root causes of poor health-or even provide a working definition of race. 43 Given this context and the epistemological complexity of racism as materialized in health, most curricular reform efforts turned to implicit bias-for some good reasons. There is a large and growing body of research demonstrating that implicit racial bias is rife in the clinical context. 44 Although class bias is not typically measured, recent work suggests that first-year medical students (except for Latinos and African Americans whose numbers were too small for statistical significance), prefer white-and upper class-patients. 45 Other studies have drawn strong correlations between beliefs about biological race and treatment decisions for pain. 46 Clinicians, sometimes, unconsciously, describe Latinas experiencing pain in the dehumanizing language of "total body dolor."
47 Others use objectifying acronyms, such as "HONDAs" to describe Latinx with diabetes-or "sicklers" to describe human beings suffering from sickle cell anemia. 48 By using an easily measurable psychological test that locates racism in unconscious beliefs of individuals, the notion of implicit bias essentializes, naturalizes, and universalizes prejudice, 49 equating every imaginable type of bias and discrimination (such as dislike of poisonous insects). Surely not all bias can or ought to 41 Id. 42 50 While workshops on implicit bias might ameliorate some aspects of racism in the clinic, a singular focus on implicit bias as hard-wired, nonetheless, silences the ways that racism is actively structured into-and actually is constitutive of-a racialized social order and its knowledge systems. As Hall has so poignantly written, "[a]ppeals to 'human nature' are not explanations; they are an alibi." 51 Discussions of implicit bias have left unexamined-and, in fact, substituted for-an examination of the intersectional, political, and structural nature of race, class, and gender discrimination, whiteness, power, and hierarchy and the ways they are embedded in a range of medical practices, genetic counseling, treatment protocols, and laboratory tests such as lung function measurements, glomerular filtration rate, and fetal growth rates as well as clinical guidelines, such as that of the JNC8 for blood pressure. 52 Drawing on critical theories of race and health, students and some public health researchers have moved beyond implicit bias to incorporate structural racism into their teaching, research, and practice. 53 Invoking the rich tradition of physician-activists, in July 2016 a group of young physicians and medical students publicly pledged to systematically address racism in the clinic by dismantling structural racism. 54 Though short on specifics for interrogating the structures of knowledge-making in biomedicine, by highlighting the need for structural change, the ambitious pledge of these young physicians and medical students presents a fundamental challenge to the status quo. This pledge, together with the recent publication of a commentary on structural racism in the New England Journal of Medicine and the call published in Science last year to remove race from genetics research, has opened a space in biomedicine for much more robust discussions about the connections between biomedical knowledge-making practices, power, and the racial state. 55 As Hardeman and colleagues have suggested, to develop more careful analyses of disparities, researchers and educators must learn about the racist roots of U.S. society and how this structures knowledge and care. 56 In other words, to end racism, you first have to acknowledge the visible and invisible ways in which it is woven into the very fabric of the social order. Because both medical care and research are deeply racialized, a major task going forward is to learn to "see" differently -and that includes learning to "see" people and the context in which they live and work differently. Growing activism suggests that we are at a historical moment of possibility for re-conceptualizing medical teaching about race and racism.
B. REFORM AT ALPERT MEDICAL SCHOOL OF BROWN UNIVERSITY Curricular reform around questions of race and racism began at Brown in 2012, when three first-year medical students requested time in the formal medical curriculum to introduce topics related to racial disparities in disease. 57 Building on a student-led elective titled "Healthcare for the Underserved,"
58 the students focused their sessions on the social nature of race, social determinants of health, and community-based advocacy. After conversations with students, in 2013, I developed an elective for second-and fourth-year students titled "Race, Health, and Structural Inequality" to support their initiative. The elective has run continuously for four years.
Situating medicine in the context of racial capitalism, this interdisciplinary elective links questions of political economy and critical theories about race to the material practices by which race and racism have become embedded in scientific research, health policy, and clinical practice. In "Race, Health, and Structural Inequality," we read key papers on the debate over race, genomics, and health as well as selections from This elective, however, is a reading-intensive "extra" for medical students who already carry a full course load. It thus attracts a small number of student activists who have long been deeply committed to addressing inequality and acknowledge the importance of critically historicizing and theorizing about race in science and medicine. Despite their small number, however, the students have had an important effect on the curriculum. For the final assignment in Structural Inequality in 2014, for example, three second year students wrote a letter to the Office of Medical Education critiquing the heavy emphasis on biological explanations for racial difference. 63 They later gathered a large number of signatories and presented the letter officially to the administration. In pointing out the deficiencies in the pre-clinical curriculum with respect to racial essentialism, students triggered a re-examination of the curriculum. Other students have published articles. 64 In spring 2017, I taught a new elective "Medicine, Knowledge, and Social Justice: Theory and Practice" for first-year students. Drawing on radical social medicine scholarship and liberation theory in the 1960s and 1970s and critical race theorists such as Fanon, Stuart Hall, and the Black Panthers, this course addresses the dialectical relationship between theory, practice, and knowledge production.
In addition to several small group sessions, the Brown curriculum also contains several lectures on race in medicine, including an overview of race, racism, and knowledge production in medicine for first-year students and a lecture on the history of race correction of lung capacity measurements in the second-year pulmonary block. For the most part, however, the race curriculum at this point, focuses on implicit bias.
V. CHALLENGES AND POSSIBILITIES FOR ENGAGING WITH RACE AND RACISM IN MEDICAL EDUCATION
The broader political context in the United States together with ongoing and widespread student activism has made this an opportune moment for substantive rethinking of the health inequality curriculum. While the theoretical framework of the biomedical model of disease and the structure of medical education sets severe limits on possibilities for critical interdisciplinary thinking about race, racism, health, and institutions of the state, acknowledging the materiality of these constraints is a necessary first step to re-imaging the curriculum. Below I offer some thoughts on key conceptual issues to consider when re-thinking race and racism in the medical curriculum.
A. LACK OF MEDICAL FACULTY DIVERSITY
While the student body is becoming more diverse in medical schools, (although not for all historically under-represented groups), the faculty at most medical schools remain predominantly white. 65 This creates a context where white faculty are teaching students of color about race, often with little exposure to the complexity of the issues. At best, this can promote narrow perspectives on racism; at worst, it can foster deeply stigmatizing and offensive narratives about patients and other providers of color. Of course, faculty of color do not all share a singular worldview on questions of race and racism but the lack of diversity hampers learning and professional development and deforms well-intentioned reform initiatives.
B. SCIENCE AND BIOMEDICINE AS POLITICALLY DISINTERESTED.
While it is too much to expect any medical school to incorporate a critique of global racialized capitalism into their mission statements, medical schools in general lack a space for serious examination of how the political economy and cultural history of health shapes the clinic. Medicine locates its claim to authority in its reliance on the value-neutrality and "objectivity" of science. Not only is quantitative knowledge privileged in medical education but it also defines what students consider to be legitimate "evidence". Humanities and social science disciplines, on the other hand, problematize the assumptions embedded in quantitative knowledge and the objectivity of such truth claims. The epistemological issues raised by scientific claims to neutrality are also found in biomedical journals whose reviewers, readers, and editors are unfamiliar with other epistemological frameworks.
C. THE HISTORY OF WHITE SUPREMACY IN MEDICINE.
Physicians and biomedical scientists tend to view the more horrific expressions of white supremacy, such as eugenics, Tuskegee, and sterilization campaigns, as misguided science, not as products of mainstream or "normal" science. 66 The many tensions and contradictions in medical education over race and racism can best be addressed by engaging educators in the study of the connections between the long history of whiteness and white supremacy in medicine, how this history persists, and how it privileges genetic accounts of racial difference in disease.
D. DOMINANCE OF U.S. NOTIONS OF RACE.
Racial categories change over time and place. 67 As Ann Morning has documented, the United States is only one country of the fifteen percent of countries worldwide who use racial classification in their census. 68 Integrating transnational and historical perspectives on how race and racism work in different geographic contexts is essential to developing more nuanced accounts of race and racism in the curriculum and to break the stranglehold of U.S. ideas of innate racial difference. One highly relevant consequence of this U.S.-centric lens is a geneticized explanatory model for higher rates of hypertension, despite extensive evidence to the contrary. 69 
E. HIERARCHICAL NATURE OF MEDICINE.
Medicine is a profoundly hierarchical enterprise. This includes the structuring of labor among healthcare providers as well as the hierarchical disciplinary divides between MDs and PhDs. Basic PhD scientist researchers are integral to medical education but their relationship with physicians and medical students has long been fraught, if not sometimes hostile. Working in a different epistemological framework, humanities, social scientists, and certainly critical theorists of race face additional challenges to their credibility both with physician colleagues and with students. 70 Humanities and social science faculty who work in the area of critical theories of race and racism are few in medical schools nationwide at the moment. Consequently, most research and teaching on the racialization of medicine is taking place in arenas outside medical schools with minimal impact on medical student training.
F. RELATIONSHIP TO MARGINALIZED COMMUNITIES.
The relationship of mainstream medicine to marginalized communities is deeply problematic. While medical education emphasizes patient experience as important to the best care, it generally does not take the perspective that patients, especially poor patients, have knowledge. This situates marginalized communities at best as passive recipients of philanthropically-informed care or at worst as morally culpable for poor health. The theoretical contributions of the Black Panther Party's health programs to seeing ordinary people as knowledge producers, not passive recipients of expertise, provide an important model for rethinking advocacy initiatives. 71 G. PROFESSIONAL GOALS, INTERDISCIPLINARY ENGAGEMENT, CORPORATIZATION OF MEDICINE.
Physicians and medical students are action-oriented. They quite understandably want to solve problems, heal, and treat patients. Yet, as the corporatization of medicine has reshaped the structure of labor in medicine, including academic medicine, physicians are becoming increasingly constrained in their ability to define what counts as good care for patients. Business models such as "lean" medicine, based on the Toyota model of manufacturing, are gaining adherents, including at prestigious academic medical centers. 72 But the equitable distribution of medical resources is not a problem amenable to simple "tools," or quick technical fixes, iPhone apps, or telemedicine, especially those tools that are market-based. The fundamental causes of health inequality are social, not narrowly scientific, medical, or even public health issues. Addressing inequality requires interdisciplinary theorizing that centers the perspectives, experiences, and knowledge of the oppressed, 73 rather than the perspectives and goals of the experts. Collaborations between medical and humanities/social science faculty with training in critical theories of race and political economy will be necessary to bridge this divide, begin the process of addressing broader questions of race, knowledge production, and the structures of labor in the academy, and keep the issue focuses on the fundamental causes of inequality.
H. PEDAGOGY IN MEDICINE.
Accrediting and licensing bodies shape the structure of pre-clinical, clinical, and residency education. The curriculum is packed with lectures, small groups, and rotations in physician clinics, all of which allow students little time to engage in interdisciplinary study of the historical, social, cultural, and political contexts of biomedicine. Despite the long history of problem-based learning in medicine, didactic instruction still dominates medical education. Both basic science and clinical instruction commonly take the form of hours and hours of PowerPoint-based lectures, with extensive memorization and assessment comprised of board-like, multiple-choice examinations. Indeed, the majority of assessment in the pre-clinical curriculum relies on multiple-choice evaluative methods. It is not surprising then that the routinized use of race is common in medical school teaching-and in the question banks that students use for board preparation. How race is actually used in the licensing examinations cannot be systematically studied for reasons of confidentiality-but anecdotal evidence from students suggest that, like the question banks, the licensing examinations perpetuate racial stereotypes, albeit unintentionally. 74 Centralized oversight of the curriculum by an often-overburdened office of medical education can (though not necessarily) undermine the autonomy of faculty who have little control over the structure and the content of the curriculum, limiting incentives or opportunities for interdisciplinary pedagogical experimentation.
Despite these challenges, there are important spaces in medicine with the potential for anti-racist theorizing and practice. At Mount Sinai School of Medicine, medical students organized an elective that engaged critical theory and activism, crystalizing broad-based curricular reform. 75 Dartmouth School of Medicine is about to roll out a social justice curriculum, 76 although the theoretical framework that guides social justice advocacy is unclear. Some medical schools, such as the University of North Carolina School of Medicine, have social medicine departments with full departmental status and a regularized space in the curriculum during the first two years that is coordinated with the basic sciences. 77 This arrangement is ideal for introducing critical theories of race but it is an unusual set-up. In other medical schools, there are departments of medical humanities or history of medicine. 78 Faculty in such departments can be called on to teach electives or give lectures, but full epistemological integration is rare. A recent initiative, termed "structural competency," calls for the integration of "a structural focus" in clinical education, drawing on insights from social scientists. 79 Without a robust theoretical framework that engages the political economy of racial capitalism, however, medical practitioners are poised to act but oftentimes with only individualized theoretical commitments at best-or at worst, highly reductionist notions of "interventions" or "outreach" to "vulnerable populations." Even under the best of circumstances, there is a certain cognitive dissonance between the type of thinking fostered in humanities and social science fields, the pedagogical approaches and mode of assessment in the pre-clinical and clinical curriculum, 80 and the material practices of medicine that need to be engaged if meaningful social change is going to happen.
VI. CONCLUSION
A major rethinking of how health inequality is structured into the racial state will be necessary going forward, as the existing (and profoundly inadequate) structures of healthcare and knowledge production come under further attack by a right-wing Congress in the coming years. For health care providers, this is a moment to build on and work with, not only social scientists but more importantly, the robust community-
